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To be consigned to a life spent searching for the aetiology of inflammatory bowel disease remains as much a cause for supplication to St Jude as it ever did. Over the last decade new forms of inflammatory bowel disease have been described, the surgical management of ulcerative colitis has seen the impact of restorative proctocolectomy, and major changes have taken place in the medical management of Crohn's disease in childhood and adolescence. It is therefore appropriate to review some of these developments.
Epidemiology
The rapid increase in the incidence of Crohn's disease that took place in all age groups from the mid-1950s (0-2, increasing to 5-6 per 100 000 per year) may now have levelled off, although results in this respect are conflicting.' In contrast, the incidence of ulcerative colitis has remained virtually unchanged and still varies between five and 10 per 100 000 per year.
No single dietary factor has been unequivocally implicated in the pathogenesis of the classical forms of inflammatory bowel disease, but it is of interest that further evidence has appeared which suggests that lack of breast feeding, and episodes of diarrhoeal disease during infancy, predispose to the development of childhood Crohn's disease.2
Crohn's disease PRESENTATION There is an additional benefit-for children and adolescents in that linear growth six months after treatment with an elemental diet is substantially better than in those patients given steroids. 3 The precise mechanism of the beneficial effect of elemental diets is uncertain, but the observation that successful induction occurs twice as commonly with an elemental, amino acid based feed (75%), as with a polymeric feed (36%), suggests that exclusion of intact protein from the gut is an important factor. '4 Reversal of growth failure Growth failure in Crohn's disease is sensitive to both enteral or parenteral nutrition, an outcome which is consistent with the notion that long standing undernutrition is important in the pathogenesis.'5 Overall, studies of nutritional repletion have shown that it is possible to convert a low initial height velocity of between 0 5-0 9 cm per six months to between 3 0-4-5 cm per six months after intervention.
Two recent publications are of interest, each of which has used nutritional supplementation to address the problem of growth failure in prepubertal patients. One used an intermittently administered elemental diet given by overnight nasogastric feeding for one month in four. This resulted in significant increases in growth velocities and reductions in both prednisolone intake and disease activity scores. 16 The second study used an overnight nasogastric supplement to increase energy intake in growth retarded adolescents by between 4-18 and 6-27 MJ (1000 and 1500 kcal) per day. The formula was nonelemental and, in contrast to the previous study, patients were encouraged to eat normally. In non-treated controls, height velocity remained unchanged, whereas in supplemented patients substantial improvements occurred in both height and weight during the year (6-98 cm and 11-75 kg respectively). 17 Although there is convincing evidence to support energetic nutritional treatment in the management of growth failure, it is also important not to overlook the role of surgery 
COLONOSCOPY
Since early descriptions of colonoscopy in infancy and childhood it has become increasingly clear that this investigation is invaluable in the diagnosis and management of inflammatory disease of the colon.2' The barium enema in this context is now virtually redundant. The procedure is safe and well tolerated, allows multiple mucosal biopsies to be taken, and often adds important information to the diagnosis. For example, over half the patients in a recent study who had endoscopically confirmed colitis had no radiological evidence of inflammatory disease, although only a single contrast barium examination had been used.22 DRUG TREATMENT Sulphasalazine is valuable in the management of ulcerative colitis, particularly as a prophylactic. Side effects, which include reversible male infertility, are common, although probably less troublesome in children. Alternatives to sulphasalazine now exist, and most patients will tolerate mesalazine (delayed release 5-aminosalicylic acid) or olsalazine (altered carrier molecule of salicylate), both of which appear to be as effective as sulphasalazine. 23 A number of case reports, including two children,24 and the results of an uncontrolled trial,25 have recently appeared which suggest that cyclosporin may be useful in patients with severe refractory ulcerative colitis. A controlled trial also suggests a beneficial effect in adults with active Crohn's disease.26 At present, it is too early to define the precise role of cyclosporin in the management of inflammatory bowel disease, and the results of further trials are awaited, but preliminary results are certainly hopeful.
SURGERY
Although restorative proctocolectomy with an ileal reservoir has offered a highly attractive alternative to an ileostomy, the result is unsatisfactory in 5-10% of children and young adults because of excessive stool frequency and/or faecal incontinence.27 Moreover, pouchitis, a chronic inflammatory disorder of the ileal reservior producing painful diarrhoea, urgency, and systemic upset, occurs as a long term complication in up to 20% of patients. The long term risks of mucosal dysplasia and neoplasia are uncertain.28
Newer forms of inflammatory bowel disease ALLERGIC COLITIS Food allergy is an important cause of colitis in the first few months of life.29 It usually follows a benign course, and most foods are tolerated by 5 years of age.30 It has been reported in preterm infants, in whom toxic dilatation of the colon can occur.3' Interestingly, abnormalities after cows' milk challenge may be found in both the jejunum and the rectum of infants with cows' milk sensitive enteropathies. 32 In some infants the abnormality may be expressed only in the colon and not in the proximal small intestine.
Allergic colitis should be suspected in any infant, including a neonate in whom necrotising enterocolitis is an important differential diagnosis,33 who presents with blood in the stool with or without diarrhoea. A family history of atopy, an eosinophilia, raised serum IgE concentration and positive radioallergosorbent tests are common, but the diagnosis rests upon prompt resolution of symptoms after antigen withdrawal. It is worth noting that the disorder has been described in exclusively breast fed infants.34 Endoscopy is useful and permits mucosal biopsy. The specimen usually shows an acute and chronic inflammatory cell infiltrate of mainly plasma cells and eosinophils in the lamina propria. Cows' milk is nearly always the offending antigen, but intolerance to soya and beef have been described. COLLAGENOUS 
